This study used a descriptive correlational design to describe the relationship between cardiovascular risk and anxiety, spirituality, acculturation, and the objective indices of cardiac risk among a sample of 21 adult Hispanic women. Objective indices of risk included weight, blood pressure, blood lipids, and glucose. Four survey instruments were used to assess anxiety, spirituality, acculturation, and perceived risk. Findings revealed that aU study participants had 3 or more risk factors, placing them in the moderate risk category for developing heart disease or having a heart attack within 10 years. State and trait anxiety scores were lower than the normative samples for adult women. Spirituality scores were higher than average; individuals with higher anxiety scores had lower spirituality scores. More research is needed to determine the health needs of unskilled workers with limited education in employment settings.
H ispanic women constitute a risk group for cardiovascular disease because of the high prevalence of obesity and type II diabetes among this population. In every age group, Hispanic women are more likely than Hispanic men to have diabetes, a major risk factor for heart disease (Lake, 2003) . The prevalence of cardiovascular disease among Hispanic females is 29% (American Heart Association, 2004) .
A confounding factor that may influence differential rates of heart disease among Hispanic women is the level of acculturation. Numerous studies document the Hispanic paradox-that immigrant Hispanic individuals, despite low socioeconomic status and less access to health care, arrive in the United States essentially healthy. With increasing acculturation to the cultural beliefs and values prevalent in the United States, their health deteriorates (Kernicki, 1997) .
The stress of transition to another country and the marginalization resulting from immigration have been identified as additional risk factors for poor health and poor-quality lifestyles among immigrant women (Meleis, Isenberg, Koerner, Bernadine, & Stem, 1995) . Although spirituality and religiosity have been shown to reduce stress among white populations, the role of spirituality as a mediator of stress among immigrant Hispanic women has not been studied.
What is not known and has had little study is the relationship of stress and anxiety to cardiac health, whether spiritual values mediate stress, and how these variables are related to objective measures of cardiac health among immigrant adult Hispanic women. The purpose of this study was to describe cardiovascular risk and examine its relationship to anxiety, spirituality, acculturation, and objecti ve indices of cardiac risk among a sample of adult Hispanic women who are part of the housekeeping staff at a Roman Catholic university in the southwestern United States. Two research questions guided the study: • What are the objective and subj ective cardiovascular risk factors among a sample of adult Hispanic women ? • What is the relationship of anxiety, spirituality, and acculturation to objective indices of cardiac risk among a sample of adult Hispanic women?
REVIEW OF THE LITERATURE
Immigration from various region s of the world has changed the cultural composition of the United State s and has placed new demand s on the health care system for providing culturally sensitive care (Kernicki , 1997) . Approximately 49% of the Hispanic population in the United States is female and most are younger than 65 years (Ramirez & de la Cruz , 2002) .
Heart disease is the leading cause of death among women, regardless of racial and ethnic identity (Arias, Anderson, Kung, Murphy, & Kochanek , 2003) . Almost one-third of Hispanic and Latino women die of heart disease and stroke each year (American Heart Association, 2004 ). Long-term prospective studie s of populations with cardiovascular disease have establi shed that the risk factors strongly associated with death include hypertension, hypercholesterolemia, obesity, a sedentary lifestyle, smoking, and diabetes , which are influenced by behavioral, social , cultural, and economic factor s (Sundquist & Winkleby, 1999) and are modifiable by targeted lifestyle interventions. Hispanic women exhibit these objective risk factor s of heart disease (Artinian, Schim , Vander Wal, & Nies, 2004 ; Juarbe , 1998; Smith , Risser, Lisabeth, Moye, & Morgenstern, 2003) more than white women (Goel, McCarthy, Phillip s, & Wee, 2004) .
Other factors contributing to the increased prevalence of heart disease among Hispanic women include lower educational achievement, lower socioeconomic status, and less access to health resources, related in part to acculturation (Smith et aI., 2003) . Acculturation, the adaptation of ethnic minority individuals to the dominant culture, is suggested by the finding that foreignborn Hispanic individuals have a better health profile than do Hispanic individuals who are born in the United States. Factors inherent in traditional Hispanic cultu re may enhance the health of immigrants. Transition to a new culture generates stress that may have adverse health con sequences. Immigrants may adopt Western characteristic s such as a cholesterol-rich diet and a sedentary lifestyle, which can further contribute to cardiac morbidity and mortality (Kernicki, 1997) . English-language proficiency, which measures functional integration into the United States, is recognized as the most powerful indicator of acculturation. Studies investig ating current health status using measures of English proficiency found that Hispanic individuals with poor English proficiency were more likel y to experience poorer health (Shetterly, Baxter, Mason, & Hamman, 1996) and increased risk for cardiovascular disease (Sundquist & Winkleby, 1999) . MARCH 2006, VOL. 54, NO.3 The occupational health nurse can advocate for workers with limited access to health care; collaborate with schools of nursing to conduct low-cost, low-technology screening in the workplace to identify at-risk individuals; capitalize on the eagerness to learn about risk factors and health resources among immigrant women responsible forfamily health; and experiment with group education models for delivering health information to Hispanic women.
STRESS IN HISPANIC WOMEN
Two perspectives have guided almost 20 years of recent research into the link between heart disease and stres s. The first perspective articulates a relationship among emotion, motivation, and disease. Major concepts linked with stress include hostility, anxiety, depression , personality traits such as type A per sonality, and phy siologic reacti vity (Friedman, 1992) . The second perspective links coping strategies with stre ss, including self-perceptions of internal and external environments. Concepts related to coping and diseases include appraisal, social support, cognitive processes, and the ability to self-disclose (Friedman, 1992) . Research of both perspectives is extensive and highlights the complexity of the multiple variables related to stres s and disease.
Little research documents the psychophysiologic effects of stress among Hispanic women. In a study of four cultural women 's groups (Chinese, Vietnamese, Portuguese , and Latin American), Franks and Faux (1990) found depressive sympto ms in all groups. Major stre ssful concerns included financial and hous ing strains and difficulties related to transportation, with Hispanic women having less difficulty than Portuguese and Chinese women . Of less concern among Hispanic women were stresses related to health care expenses, but the study was conducted in Canada, where residents receive universal health coverage. Stress mediators among the Hispanic women included a common philosophical orientation of fatali sm and social networking.
In a multi-method study of stress among 90 culturally diverse working women, Handwerker ( 1999) found that stress results from a dissonance between the behavior that diverse women experience and the behavior that they find acceptable (i.e., others "make you feel bad about yourself' rather than "make you feel special and important," inferior treatment rather than being treated as an equal , blocked attempts to achieve, and demeaning or belittling treatment). Logistic regression analysis revealed that women with a recent history of high stress were nearl y 85-fold more likely to report a recent history of depre ssive symptoms.
The stress of immigration and acculturation is multicausal and has been studied among various racial and ethnic groups throughout the world. Abbott et aI. (2003) studied 162 older Chinese immigrants to New Zealand. Nearly 25% of the sample, comprised of those older than 55 years, demonstrated depressive symptoms with significant associations between depression and increased physician visits, reliance on public transportation, and limited social and tangible support. The qualitative descriptive study by Aroian, Spitzer, and Bell (1996) among a small sample of Soviet immigrants further illuminated family support as a critical factor for ameliorating stress experienced as a result of resettlement. The types of stress included conflict from differing values and opinions, increased responsibility for family members who required assistance with resettlement, distress of family members about immigration experiences, unmet expectations for family members' adjustment, and changes in household composition and living arrangements on arrival in the United States (Aroian et aI., 1999) .
SPIRITUALITY AND HEALTH OF HISPANIC WOMEN
Religiosity and spirituality are used interchangeably in some settings. Spirituality is considered to be the broader concept and is defined as the "search for the sacred" (Hill & Hood, 1999) . Religiosity includes the search for the sacred, but the search is conducted within the context of a legitimizing group with accepted methods and means (Hill & Hood, 1999) . Commonly accepted elements of spirituality include the individual's search for meaning and purpose in life, connectedness, inner strength, selftranscendence, and belief (Tanyi, 2002) .
In a recent review of current research in religion and spirituality, Idler et al. (2003) summarized the potential behavioral, social, psychological, and physiologic causal pathways of the relationship of religion and spirituality to health. Strong evidence exists for the hypothesis that certain religious and spiritual practices may mediate stressors by inducing the relaxation response (Benson, 1996) , which in tum reduces muscle tension, lowers heart rate and blood pressure, and increases oxygenation, among other physiologic effects (Delmonte, 1985) . In a critical review of the evidence of biological mediators between health and spirituality, Seeman, Dubin, and Seeman (2003) concluded that spirituality and religiosity are associated with lower blood pressure and less hypertension, better lipid profiles (i.e., lower low-density lipoprotein [LDL] and higher high-density lipoprotein [HDL] cholesterol), and better immune function. A parallel body of research provides evidence of relationships between nonexplicit spiritual meditation (Zen, yoga, and transcendental meditation) and lower cardiovascular risks, lower levels of physiologic activation (e.g., lower blood pressure and pulse, lower endocrine activity, and lower body metabolism), and increased cerebral blood flow. In many of these studies, data for Judea-Christian religious practices are based on the evaluation of the relationship between the frequency of church attendance and blood pressure or immune function (Seeman et aI., 2003) .
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Although there is wide variation among subgroups, most Hispanic individuals view health and disease or illness as holistic and as coming from God as a gift or punishment. Some Hispanic women believe that health is a matter of chance; others believe that health is related to lifestyle; and yet others believe themselves to be the master of their own fate in relation to ideas about the supernatural. To most Hispanic women, health is perceived as the inseparable balance among social, spiritual, physical, and psychological aspects of the individual (Higgins & Learn, 1999) . Mendelson (2002) reported that Mexican American women conceptualize health according to the many aspects of their lives and view their responsibility in health as that of providing an environment in which their family members have opportunities to develop mentally and socially.
Spirituality among Hispanic women has been associated with positive health outcomes including improved perception of health status, increased rates of health promotion activities, improved coping with adverse health experiences, and facilitation of mental well-being (Musgrave, Allen, & Allen, 2002). Morris (2001) linked spiritual commitment to the reversal or progression of heart disease. In an integrative literature review of research on spirituality and health, Chiu, Emblen, Van Hofwegen, Sawatzky, and Meyerhoff (2004) examined transcultural studies of spirituality during the 1990s. Of 73 articles, 12 culture-specific articles were identified. Only 1 of the 12, a study of older Mexican adults using an ethnographic analysis of spirituality and health (Martinez, 1999) , addressed spirituality among Hispanic individuals.
The effect of spirituality and religiosity on health outcomes is an emerging area of study, reflecting recognition of the importance of the mind-body connection (Becker, 2001) . Little is known about how these beliefs and practices affect cardiovascular risk and whether spirituality and religiosity may mediate biological risk or stress, particularly among Hispanic women.
METHODOLOGY
The study used a descriptive correlational design.
Sening
The setting for this study was a private coeducational Roman Catholic university in the southwestern United States, which contracts for housekeeping services with an outside firm. Participants were recruited from members of the housekeeping staff. The housekeeping staff has offices and a conference area within the university, which served as the recruitment and screening sites for this study.
Sample
Volunteers were recruited from the 35-member housekeeping staff of the university. Twenty-four staff members participated in the study; of them, 3 were men. Only data about the women were analyzed for this study. Table 1 presents the demographics of the women, all of whom were Hispanic. The average age was 50 years; most were married, were Roman Catholic, had less than an eighth grade education, were born in either Mexico or EI Salvador, and were the first generation to live in the United States. The mean length of residence in the United States was 20 years (SD = 12; range = I to 45 years). The majority spoke only Spanish or minimal English; almost half (n = 10; 48%) reported having health insurance.
Instruments
Objective and subjective measures used to assess the variables being studied were available in Spanish. Objective measures included blood pressure, body mass index, waist circumference, total cholesterol, HDL cholesterol, LDL cholesterol, triglycerides, and glucose. These data were recorded separately.
Blood pressure measurements were obtained with an aneroid sphygmomanometer following procedures outlined by the National Heart, Lung, and Blood Institute (1997); an average of 2 sitting blood pressure measurements were taken from the left arm 2 minutes apart. Guidelines for positioning and relaxation were followed to minimize the influence of the environment.
The height and weight of the participants were measured while clothes were worn but not shoes.Waistmeasurements were assessed with a tape measure under clothing.
Glucose and lipids were measured using the Cholestech LDX System (Cholestech Corporation, Haywood, CA). The Cholestech LDX System has been waived from the Clinical Laboratory Improvement Amendments and approved by the Food and Drug Administration. It provides lipid and glucose analysis using reflectance photometry for measurement of a whole blood sample from one finger prick dispensed into a single, disposable cassette. Results are available in 5 minutes. In several comparison studies with clinical diagnostic laboratory reference methods and other handheld cholesterol-measuring instruments, its reliability ranged from 2.1% to 6.5% (Cholestech Corporation, 2001 , 2003 , which is significantly lower than the conformance guidelines of the National Cholesterol Education Program for total error (Warnick & Wood, 1995) . Researchers were trained and certified by Cholestech Corporation and followed all procedures for data collection. The monitor was calibrated according to the manufacturer's instructions at the beginning of each data collection session. The university maintains a laboratory certificate of waiver meeting the Clinical Laboratory Improvement Amendments (U.S. Department of Health & Human Services, 1988).
Subjective measurements included a short Self-Administered Comprehensive Health Risk Appraisal (Texas Department of Health, 1994), the Acculturation Rating Scale for Mexican Americans-II (ARSMA-II) (Cuellar, Arnold, & Maldonado, 1995) , the Spiritual Perspective Scale (Reed, 1986) , and the State-Trait Anxiety Inventory (Spielberger, 1983 for the instrument; face validity was determined by a panel of doctorally prepared nurses. The Acculturation Rating Scale for Mexican Americans-II (ARSMA-II) (Cuellar et al., 1995) is a 30-item Likert scale that measures acculturation along 3 primary factors: language, ethnic identity, and ethnic interaction. It measures orientation toward the Mexican culture and the Anglo culture independently using two subscales, the Mexican Orientation Subscale and the Anglo Orientation Subscale. Five linear acculturation categories (very Mexican oriented; Mexican oriented to approximately balanced biculturally; slightly Anglo oriented biculturally; strongly Anglo oriented; and very assimilated, or Anglicized) are included. The Mexican Orientation Subscale has 17 items and a coefficient alpha of .88, whereas the Anglo Orientation Subscale has 13 items and a coefficient alpha of .83 (I. Cuellar, personal communication, October 23, 2003) . In this study, the alpha coefficient was .79 for the Mexican Orientation Subscale and .88 for the Anglo Orientation Subscale. 'Average age =50years.
The Spiritual Perspective Scale is a lO-item Likert scale that assesses an individual's perceptions of spiritual views and engagement in spiritually related interactions (Reed, 1986) . Questions and statements on the scale include "How often do you read spiritually related materials?" and "My spirituality is an important part of my life." Reliability estimates of the English scale were consistently above .90 in several studies (Reed, 1986) . The Cronbach alpha reliability among those who spoke Spanish in this study was .77.
The State-Trait Anxiety Inventory (Spielberger, 1983 ) is a 40-item inventory that measures state anxiety and trait anxiety as separate constructs. State anxiety is defined as "subjective feelings of tension, apprehension, nervousness and worry at a given moment in time and at a particular intensity" (Spielberger, 1983, p. 4 ). Trait anxiety refers to "the acquired behavioral disposition; it is the enduring difference in the way individuals perceive stressful situations, and the intensity of the response" (Spielberger, 1983, p. 5) . The State-Trait Anxiety Inventory has two subscales measuring trait and state anxiety, each with 20 items with a Likert response scale ranging from 1 to 4; scores vary from 20 to 80 for each subscale. Alpha coefficients of internal consistency measured with the Kuder Richardson-20 statistical test averaged .92 and .90 for the state anxiety and trait anxiety subscales, respectively (Spielberger, 1983) . Internal consistency of the scale for this study was analyzed, yielding a Cronbach alpha of .77 for the state anxiety subscale and .70 for the trait anxiety subscale. Reliabilities of .70 or greater were considered acceptable (LoBiondo-Wood & Haber, 2002; Polit & Beck, 2004) .
Procedure
Following approval from the university's Institutional Review Board for Protection of Human Subjects, volunteers were recruited for the study at a regularly scheduled staff meeting; no compensation was offered. The purpose 124 of the study, the risks, and the benefits were explained in both Spanish and English, orally and in writing. On the first day of the study, those who volunteered to participate signed a consent form and were given a packet of surveys to complete. Spanish-speaking staff were available to assist with clarification of items for completion of the forms.
Following the completion of the survey materials, participants proceeded through various stations for objective screening of blood pressure, weight, blood lipids, and glucose. Individualized feedback regarding each participant's health risk profile was provided to the participants by the researchers. At-risk individuals were referred to the Health Center staff for monitoring and follow up.
Data Analysis
Data were analyzed using descriptive statistics. To determine relationships within this small sample, Spearman's rank correlation coefficient (i.e., nonparametric analysis for ranked data) was used.
Limitations
The small sample size limits generalization of the findings. Study participants were weighed and measured while wearing light clothing, which may have altered the findings on body mass index. The modest, although acceptable, reliability of the Spanish version of the State-Trait Anxiety Inventory may limit conclusions regarding anxiety.
FINDINGS

What Are the Objective and Subjective Cardiovascular Risk Factors Among a Sample ofAdult Hispanic Women?
Table 2 presents the objective indices of cardiac risk assessment and Table 3 provides the normative diagnostic categories for each measure. The mean body mass index was 30, which is in the overweight category. Of the 21 women, i8 (86%) had a body mass index above the ideal of less than 25. Central obesity was evidenced by a mean waist circumference of 37 inches and a mean hipto-waist ratio of 0.88. Thirteen (62%) of the women had waist measurements greater than 35 inches; only 1 participant had a hip-to-waist ratio of 0.8 or less. The mean systolic blood pressure was in the prehypertensive range. Five (24%) of the participants had systolic blood pressures of 140 mmHg or greater, indicating hypertension. Ten (48%) of the women had systolic blood pressures in the prehypertensive range of 120 to 139 mmHg. Six (29%) of the participants had diastolic blood pressures in the prehypertensive or hypertensive range of 80 mmHg or greater. Blood lipid analysis revealed a proportion of participants with risk profiles. Eight (38%) of the individuals had total cholesterol levels greater than 200 mg/dl. Nine (43%) had triglyceride levels of 150 mg/dl or greater. Fifteen (71%) had HDL cholesterol levels less than the ideal of 50 mg/dl or higher. The mean LDL cholesterol level was 113 mg/dl. Fourteen (67%) of the women had levels greater than the ideal of 100 mg/dl or less. Four (19%) had glucose levels greater than 110 mg/dl. Of these 4 participants, only 1 was being treated for diabetes.
Subjective indices of cardiovascular risk are presented in Table 4 . Approximately one-third of participants reported that they or a family member had high blood pressure or that a family member had heart trouble. Twelve (57%) stated that they or a family member had diabetes. Only one-third reported weekly exercise and positive dietary patterns.
Risk factors for heart disease are generally related to age; family history; lifestyle factors such as smoking, exercise, and nutrition patterns; obesity; hypertension; and dyslipidemia. Two methods were used to identify risk among the sample. The first method used Framingham Point Scores, which assigns points for the five major risk factors-age, total cholesterol, HDL cholesterol, systolic blood pressure, and smoking history-to determine the estimated 10-year risk for myocardial infarction. Six women (29%) had a 2% or greater estimate of lO-year risk. Two of the 6 had a 6% estimate of 10-year risk. Further, all study participants had 3 or more risk factors and a risk score lower than 10%, placing them in the moderate risk category for developing heart disease or having a heart attack (National Heart, Lung, and Blood Institute, 2002) .
The second method for analyzing risk in this study included responses to lifestyle (exercise and nutrition patterns) and family history questions in addition to measurements of glucose and all other objective values collected in this study (Table 2) . Fifteen possible risk factors were identified and each participant's profile was analyzed; the women had an average of 7.4 risk factors (range = 3 to 12).
What Isthe Relationship ofAnxiety, Spirituality, and Acculturation to Objective Indices ofCardiac Risk Among a
Sample ofAdult Hispanic Women?
In this sample of Hispanic women, the mean state anxiety subscale score was 31 (median = 29; SD = 8) and the mean trait anxiety subscale score was 36 (me- (Spielberger, 1983) . The mean score on the Spiritual Perspective Scale was 45.5 (median = 46; SD = II; range = 21 to 60). Most (n = 17; 81%) of the women had scores above 35, the midpoint score for the scale.
Most (n = 14; 66%) of the women were Mexican oriented based on scores of the ARSMA-II. Most (n = 15; 71%) of the sample had been born in Mexico (Table 1) . As previously discussed, the mean length of residence in the United States was 20 years. The relationship of the variables of anxiety, spirituality, and acculturation to the objective indices of blood pressure, weight, blood lipids, and glucose was analyzed. No significant relationships emerged except for spirituality and trait anxiety scores, which were inversely correlated (r =-.49; p =.05). Those individuals who had higher anxiety scores had lower spirituality scores.
DISCUSSION
All of the women in this study were Hispanic. Most were immigrants, and of them, all but two were of Mexican origin. Most preferred to speak and read in Spanish. A significant proportion (80%) had lived in the United States longer than 10 years and, on the basis of assessment of acculturation, most were traditionally Mexican or Hispanic in their outlook. Two-thirds were 45 years or older, allowing speculation regarding risk assessment and interventions for older Hispanic women in the work force.
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Striking findings were the proportion of women at risk for a cardiac event within 10 years and the number at increased risk for heart disease because of family history and lifestyle factors (e.g., lack of exercise and poor nutrition) despite low acculturation to United States culture. These findings mirror recent evidence of the association between length of residence in the United States and obesity among immigrant subgroups (Goel et aI., 2004) and may add insight into the relationship between acculturation and health. Goel et al. found that residence in the United States for 10 to 15 years or for 15 years or longer was associated with significant increases in body mass index, even after adjustment for age and sociodemographic and lifestyle factors including access to health care and education. In the current sample, the mean length of residence in the United States was 20 years. Further study is required to determine whether length of residence in the United States may be useful in the assessment of cultural aspects of cardiovascular risk.
That few of the women stated they exercise 30 minutes most days of the week is of particular interest given this sample of women engage in physical work for a living. The daily activities of walking to and from buildings, lifting, and pushing and pulling, which are part of housekeeping duties, may not be perceived as exercise. Perception of exercise versus physical activity as part of work may be influenced by cultural definitions of married women's roles and body image (Marquez, McAuley, & Overman, 2004) . Exercise may be perceived as a mechanism to become more physically or sexually attractive instead of as a health maintenance or health promotion behavior. Similar cultural norms for weight may influence nutrition and the need for exercise (Juarbe, 1998) . The low incidence of smoking, a protective factor, is consistent with existing literature on smoking patterns among traditional Hispanic women (Higgins & Learn, 1999) .
In this group of women, levels of state anxiety were relatively low. The inherent social support working in a Hispanic-serving institution with a commitment to diversity, together with working alongside individuals with similar characteristics (e.g., age and heritage), may account for the low state anxiety scores. Other cultural supports likely operating include the dominance of a Hispanic population and Hispanic traditions within the geographic region, large extended families and friendship networks, and a lack of language barriers. These same factors may also contribute to the finding of low acculturation and more traditional cultural views despite a mean length of residence in the United States of 20 years.
The finding of an inverse association between trait anxiety and spirituality scores complements findings from previous studies revealing relationships between spirituality and other subjective and objective indices of cardiovascular risk (Rauschhuber et aI., 2005; Sethness et aI., 2005) . It is also consistent with the traditional values of Hispanic women and the embracing of religion within this population. Most of the women expressed a religious affiliation; of them, 80% were Roman Catholic. Use of prayer and faith to cope with stress in this culture has been documented in other studies (Higgins & Learn, 1999) . Beliefs in fatalism and in God being in control are well documented among Hispanic populations. How these beliefs influence health promotion and disease prevention and their relationship to cardiovascular risk requires further study.
Finally, the findings suggest the need to examine health concerns of workers with limited education and access to health care in employment settings. Almost half of the women in this sample reported having health insurance, similar to rates among immigrants reported in other studies (Carrasquillo, Carrasquillo, & Shea, 2000) . Recent evidence suggests that foreign-born individuals who have access to health care receive less counseling during the clinician encounter on lifestyle changes (e.g., nutrition and exercise) than do white individuals born in the United States (Goel et aI., 2004) . Reasons for these differences need further exploration. Anecdotal evidence collected during the current study revealed a lack of knowledge of risk factors and health resources, but an eagerness for more health information and health resource availability. The low cost and relative ease of screening for cardiovascular risk is beneficial to employees and employers. Work settings allowing for group participation and support may be a better venue for disseminating prevention information than would a one-on-one encounter such as that in a busy primary care setting. Group participation may be a better model for women, particularly Hispanic women, who value relationships, and may more easily facilitate culturally sensitive approaches, as has been demonstrated in community programs (Taylor, Baranowski, & Young, 1998) .
Research on health promotion in workplace settings has been dominated by approaches to white, affluent populations. Little research has examined workplace programs aimed at traditional, non-English-speaking populations. Yet this is where substantial, modifiable risk exists and where workplace interventions could make a difference in measurable outcomes. On the basis of the findings of this pilot study, more research is needed to determine whether workplace screening and intervention programs aimed at traditional, non-English-speaking populations could make a difference in measurable outcomes.
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